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STATEPLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State Michinan 

AMOUNT,DURATION AND SCOPE OF MEDICAL A N D  REMEDIAL CARE 
AND 

provided TO THE categorically A N D Y needy 

I 2) Admission for otherDentalServices 

Inpatient services for dental suchhospital procedures asthe 
removal of teeth,care, filling, replacement of teeth (including 

1/1/76 bridges and dentures),treatment of gum areas, and surgery or 
otherservicesrelatedto such proceduresare not covered,unless 
priorauthorized. 

I NOTE: Apprehension on the patient,part of the regardless of 
age, is not an acceptablereason, in itself, for admission. 

9:. .' Rev. 1/1/76 
$Page Renumb.: 04/01/87 
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STATE PLAN UNDER TITLEXIX OF THE SOCIAL SECURITY ACT 

. .State of 1-

AMOUNT, DURATION AND SCOPEOF MEDICAL AND REMEDIALCARE 

2. OUTPATIENT SERVICESHOSPITAL 

Professional fees for services providedin the outpatient departmentof a hospitalwill be 
paid only when such payment does not duplicate payment to the hospital. 

Educational costs associated with the outpatient departmentwill be reimbursed to 
hospitals with approved training programs (as described in 404.1of the HIM-15 
manual). 

Payment will not be made for services of staffin residence,e.g., interns and residents, 
or medical staff functioningin an administrative or supervisory capacity (including 
physician-owners) who arepaid by the hospital or other sources. 

Outpatient services relatingto routine examinations only, i.e., unrelated to aspecific 
illness, symptom, complaint, or injury, are not covered, except when provided to eligible 
children under age21 as part of a programof early and periodic screening, diagnosis 
and treatment. (See Item 4b.) 

Outpatient hospital services include: prenatal and postnatal care; and listed 
below when medically necessary for the diagnosis or treatmentof an illness or injury 
when ordered by and under the directionof a physician(M.D. or D.O.), and services 
performed by the physician: 

1) radiumtreatment. 
2) therapeuticx-ray. 
3) diagnosticx-ray. 
4) emergencytreatment. 

0 1 0  1 /9  4 5) physicaltherapy(asdefined in 1.a). 
6)  laboratorytests. 
7) electrocardiogram. 
8) electroencephalogram. 
9) basalmetabolism. 
10)hemodialysis. 

NOTE: 1. The patientwho receives hemodialysisin his homeis considered tobe a hospital 
outpatient. Therefore, payment for the costof hemodialysis supplies, such as plastic 
tubing, chemicals, disposable coils, etc., may be made under the Program 

TN No. 4 4 3 5  Approval Date dec 1 R E f f  effectiveDate 1 010 1 9 4 
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STATE PLAN UNDER TITLEXIX OF THE SOCIAL SECURITY ACT 

State of michigan 

NOTE: 2. Lab paymentsto an outpatient hospital are limited to a maximum rate 
per recipient, per hospital. This rate is determinedto be adequate to cover 
reasonable and necessary procedures.Lab services in excessof this rate are 
covered on an exception basis when determinedto be medically necessary by the 
department. 

11) 	 Individualandgrouppsychotherapeutictreatmentrenderedbyapsychiatrist 
or physician (M.D. or 0.0.) in the outpatient departmentof a licensed 
psychiatric hospitalor of a general hospital with a licensed psychiatric unit. 

12) Play therapy (for children) and family therapy rendered by a psychiatrist or 
physician (M.D. or D.O.) in the outpatient departmentof a licensed 
psychiatric hospitalor of a general hospital with a licensed psychiatric unit. 

13) Psychological testing (may beadministeredby a licensed psychologist, for 
diagnostic purposes, when ordered and billed for by the physician.) 

14) 	 Prescribed drugsandmedicationsdispensed bytheoutpatient facility in 
connection with treatment received at the facility and administrationof such 
drugs. NOTE: nonlegenddrugs, with the exception of insulin, family 
planning drugsand supplies, and those drugs necessary forthe treatment of 
chronic renal disease, are not covered. Certain anti-anxiety, analgesic, 
anorectic, cough and cold, antacid, laxative, anti-vertigo, hematinic, vitamins, 
nutritional supplements, and other drugs specified by the department are not 
covered. 

15) 	 Covered oral surgical procedures, as listed under Inpatient Hospital Services, 
specified in 1.a. 

16)Occupationaltherapy as definedin 1.a. Outpatientoccupationaltherapy 
services require prior authorization. 

17) Psychiatric occupational/recreational therapy, asdefined in 1.a., only in 
1 0 / 0 1 / 9 4  conjunction with partial hospitalization. 

18)Speechtherapyservices,asdefined in 1.aOutpatient speech therapy 
services require prior authorization, regardlessof age. 

NO. 94-25 Approval Date 1 d 1993 EffectiveDate 
Supersedes 
TN No. 89-07 
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STATE PLAN UNDERTITLE XIX OF THE soc ia l  SECURITY ACT 

. .State of michigan 

AMOUNT, DURATION AND SCOPEOF MEDICAL AND REMEDIAL CARE 
SERVICES PROVIDEDTO THE CATEGORICALLY ANDmedicallyICALLY NEEDY 

o / o  i9 I 19) 	 Outpatienthospitalpsoriasistreatmentcentersmust be certifiedby the Medical 
Services Administration as meeting criteria specifiedby the Medical Services 
Administration. In addition, admission to the treatment center is based on 
criteria specified by the Medical ServicesAdministration. Coverage includes all 
services for the episode requiredto treat the specific recipient for the psoriasis 
condition, except physician services. 

Outpatient hospital psoriasis services rendered to recipients that do not meet 
the specified admission criteria for the outpatient psoriasis treatment centers are 
covered as outpatient hospital services using the existing outpatient hospital 
facility charge coding system. 

2b. 	 RURALHEALTHCLINICSERVICES (Sameforcategoricallyneedy and medically 
needy clients) 

The following services are coveredwhen furnishedby a rural health clinic which has 
been certifiedin accordance with42 CFR 481 : 

1) Ruralhealthclinicservicesasspecified in 42 CFR 440.20(b). 

2) 	 Ambulatoryservices,otherthan rural healthclinicservices,whichareincluded 
in the Plan and are furnishedin accordance with the requirements specified in 
the Plan. 

TN No. GV-a .T Approval Date 1 3 1994 Effective Date 10 / 0 1/94 
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STATEPLAN UNDER TITLE X I X  OF THE SOCIAL SECURITY ACT 

S ta temich igan  

AMOUNT, DURATION AND SCOPE OF MEDICAL AND REMEDIALCARE 
AND 

SERVICESPROVIDED TO THECATEGORICALLY AND MEDICALLY NEEDY 

3. 	 OTHER LABORATORY AND X-RAY SERVICES (Same f o rc a t e g o r i c a l l y  needy 
and m e d i c a l l y  needy c l i e n t s )  

s e r v i c e s  l a b o r a t o r y  w h i c hm e d i c a l l yC o v e r e d  i n c l u d e  t e s t s  a r e  

necessary f o r  d iagnos isandt rea tmen to f  i1illness o ri n j u r y  when 

orderedby a p h y s i c i a no ro t h e rl i c e n s e dp r a c t i t i o n e ri n c l u d e di n  

t h e  P l a n  w i t h i n  t h e  scope o f  t i i sp ro fess ion(seeI tems  5 and 6) and 

made by an independentlabora torywh ich  i s  an e l i g i b l e  p r o v i d e r .  


12-01-91 I 	 These l a b o r a t o r y  s e r v i c e s  when performed by an independent 1ab which 
i s  an e l i g i b l e  p r o v i d e r ,  a r e  l i m i t e d  t o  a maximum payment r a t ep e r  
r e c i p i e n t ,  i n d e p e n d e n t  T h i s  i sp e r  l a b .  r a t ed e t e r m i n e d  t o  be 
adequate t o  coverreasonableandnecessaryprocedures.Labserv ices 
i n  excess o f  t h i sr a t ea r ec o v e r e d  an e x c e p t i o nb a s i s  when 
de terminedtobemedica l l ynecessarybythedepar tment .  

I 
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State of michigan 

AMOUNT, DURATION AND SCOPE OF MEDICAL AND REMEDIAL CARE 
SERVICES PROVIDED TO THE CATEGORICALLY AND MEDICALLY NEEDY 

Sa. 	 NURSING FACILITY SERVICES (otherthan servicesin an institution for tuberculosis 
or mental diseases)for patients 21 years of age or older (Same for categorically
needy or medically needy clients.) 

The following services are included when furnished by (or, in the case of physical
therapy, through a subcontract to) a facility meeting the standards of a nursing facility 

1) 	 Sedandboard including a private room, ii medically necessary,andspecial 
dietary services. 

2) 	 Nursing care. othermedicalservicesrelated to nursing care, and use of 
equipment which is owned by the facility and is ordinarily provided in the care 
and treatment of the patient. 

3) 	 specializednursing services for patients who navebeendetermined to be 
mentally retarded (or mentally ill) ana have other infirmities requiring nursing 
care, who are treated in facilities or distinct units of nursing facilities that are 
=proved for treatment of the mentally retarded (or mentally ill)  by the Michigan 
Department of Mental and authorized for Title XIX certification by the michigan
department of Public Health. 

4) Routinephysicaltherapy,occupationaltherapy,andspeechpathology
consisting of repetitive services required to maintain function. The instructions 
for development of the themy and treatment are included in the per diem rate. 
Such therapy does not require the therapist to perform the service,nor does it 
require complex and sophisticated procedures. 

the period of covered nursing facility services is the minimum period necessary in this 
type or facility for the proper care and treatment of the patient. There is no requirement 
for prior hospitalization however, admission to a nursing facility must be w o n  the 
written direction of a physician or a certified christian Science practitionerwho must 

12/01/35 I periodically recertify the needfor care. 

supersedes
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STATE PLAN UNDER TITLEXIX OF THE SOCIAL SECURITY ACT 

. .State of michigan 

AMOUNT, DURATION AND SCOPEOF MEDICAL AND REMEDIALCARE 
services PROVIDED TO the C A T E G O R I C 3 

The following services are excluded from the nursing facility per diem rate: 

1) physicaltherapy,asdefinedin 1.a. Priorauthorization is required. 
2) occupationaltherapy,asdefinedin 1.a. Priorauthorization is required. 
3) 	 speechpathology, as definedin 1.a. Priorauthorizationisrequired, 

regardless of age. 

In addition, for nursing homes and proprietaryMVMR facilities, the following services 
may be covered for Medicare PartB coinsurance and deductible amounts only: 

1) diagnosticradiology. 
2) electrocardiogram. 
3) electroencephalogram. 
4) blood. 
5) physician (M.D. and 0.0.) services. 
6) pharmacy. 
7)  medicalsupplies. 

medical8)  durable equipment. 
9) laboratory. 

In addition to the therapies and other services mentioned above, for medical care 
facilities and hospital long term care units, the following services maybe covered: 

room1) emergency services. 
2) operatingroomservices(notapplicableto hospital long t e n  careunits). 
3) oxygen. 
4) cancerchemotherapy. 
5) other medical - surgicalservicesasdeterminedby the department. 
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STATE PLAN UNDERTITLE XIX OF THE SOCIAL SECURITY ACT 

AMOUNT, DURATION ANDSCOPE OF MEDICALAND REMEDIALCARE 
AND 

SERVICES PROVIDEDTO THE CATEGORICALLY AND MEDICALLY NEEDY 

4b. 	 The EPSDT programis available toallMedicaid clients underthe age of 21. This 
program was established to detect and corrector ameliorate defects and physical 
and mental illnessesand conditions discoveredin children. 

EPSDT visitsare recommended according tothe periodicity schedule bythe 
American Academy of Pediatrics. 

If a mandatory or optional service is not covered tothe extent the provider feelsis 
necessary, itwill be covered for clients under21 years of age if the Medical 
Services Administration consultant agreeswith the provider thattheService is 
medically necessary. 

Of the sewices listed on 3.1-A preprint pagesof the State Plan, Christian 
Science nurses'services and private duty nursingservices are not normally 
covered, but will be covered for clientsunder 21 years of age if the Medical 
Services Administration consultant agrees the provider thatthe senrice is 
medically necessary. 

Any necessary screeningand preventive serviceswill be covered under other 
appropriate service categories. 

The State did not opt to provide presumptive eligibility for pregnant women.Ail 
prenatal servicesfor Medicaideligible pregnant womenare covered under other 
appropriate service categories. 

Blood lead follow-up setvices are not listedin the preprint pages butare covered 
for children discoveredto be lead burdened. Epidemiological investigations and 
in-home education visitsare covered for lead burdened children. 
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STATE PLAN UNDER TITLEXIX OF THE SOCIAL SECURITY ACT 

State of 

AMOUNT, DURATION AND SCOPEOF MEDICAL AND REMEDIAL CARE 
AND 

SERVICES PROVIDED TOTHE CATEGORICALLY AND MEDICALLY NEEDY 

In addition, theEPSDT program covers medically necessary screening and 
preventive support services for children, including nutritionaland at-risk 
assessments as wellas resulting health education, mental health,and 
transportation-arranging services. These services are directed exclusively to the 
treatment of the subsetof Medicaid-eligible children whose health and well-being 
are at arisk due to serious health programsor conditions which exist with either the 
mother or child, suchas drug or alcohol abuse,child abuseor neglect, failureto 
thrive, a lowbirth weight infant, lowfunctioning/impairedparent, or homeless or 
dangerous living situations. The support services are provided by statecertified 
providers, with a required referral or DO),to the provider made by a physician (MD 
certified nurse midwife,or nurse practitioner. 

Supersedes 

TN No. 93-01 
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State michiganof 

In addition, the EPSDT program covers medically necessary screening and 
preventive support services for children, including nutritional and at

risk assessments as well as resulting health education, mental health, 

and transportation-arranging services. These services are directed 

exclusively to the treatment of the subset of Medicaid-eligible children 
whose health and well-being are at a risk due to serious health problems 

or conditions which exist with either the mother or child, such as drug 
or alcohol abuse, child abuseor neglect, failure to thrive, alow birth 

weight infant, low functioning/impaired parent, or homeless or dangerous 

living situations. The support services are provided by state certified 

providers, with a required referral to the provider made by a physician 

(MD or DO), certified nurse midwife, or nurse practitioner. 
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